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ARTICLE | - DEFINITIONS

ADMINISTRATIVE PHYSICAL EXAMINATIONS means limited, focused evaluations performed
for the purpose of obtaining or maintaining employment, insurance, governmental licensure, attending
camp, participating in sports, admissions to school, for premarital purposes or adoption.

ANNUAL/SCREENING EXAMS means Coverage is available for a service no sooner than eleven
months from the previous service.

BIOLOGIC PRODUCTS mean those products licensed and approved under the FDA’s Center for
Biologic Evaluation and Research (CBER) including: vaccines (including therapeutic vaccines), blood,
blood products or components (i.e., recombinant blood clotting factors, immunoglobulins, alpha-1
proteinase inhibitors), products composed of human or animal cells or physical parts of those cells,
viruses, therapeutic serums, vectors, genes, other genetic components (i.e., gene therapy), allergenics,
allergen patch tests, antitoxins, antivenins, venoms, toxoids, toxins (for immunization) and in vitro
diagnostics.

BIOTECH PRODUCTS - BIOPHARMACEUTICAL DRUGS - Please see PHARMACY
SERVICES.

CHEMICAL DEPENDENCY/SUBSTANCE ABUSE SERVICES are services and supplies for the
diagnosis and treatment of alcoholism and Chemical Dependency disorders which are listed in the
Diagnostic and Statistical Manual-1V or any revision thereof. The fact that a disorder is listed in the
Diagnostic and Statistical Manual-1V does not mean that treatment of the disorder is Covered under the
Group Service Agreement.

COINSURANCE means those amounts which are paid by the Covered Person as a percentage of Eligible
Expenses, if applicable. The Coinsurance amounts are applied to Eligible Expenses incurred after any
applicable deductible has been met and before any applicable Maximum Out-of-Pocket has been met.

COMPLEMENTARY AND ALTERNATIVE MEDICINE (CAM) is a group of diverse medical and
health care systems, practices and products that are not presently considered to be part of Conventional
Medicine. Complementary Medicine is used together with Conventional Medicine. Alternative Medicine
is used in place of Conventional Medicine. Examples of CAM include aromatherapy and massage
therapy.

CONTRACT YEAR is the one-year period determined by the Employer Group and the Plan during
which benefits are effective and which may not be a calendar year. (For example, if an employer's
effective date is July 1%, then the Contract Year is July 1% of that year through June 30™ of the following

year.)

CONVENTIONAL MEDICINE is the provision of Health Care Services as provided by a Physician
and by health care professionals, such as physical therapists, psychologists and registered nurses in
accordance with accepted standards of medical practice.

COPAYMENT means the defined dollar amount the Covered Person is required to pay for certain Health
Care Services provided under the Group Service Agreement. The Covered Person is responsible for the
payment of any Copayment directly to the provider of the Health Care Services at the time of service.
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COSMETIC PROCEDURES are those procedures which improve physical appearance, and do not
correct or materially improve a physiological function and are not Medically Necessary.

COVERAGE or COVERED is the entitlement by a Covered Person to Health Care Services provided
under the Group Service Agreement, subject to the terms, conditions, limitations and exclusions.

COVERED PERSON or MEMBER As per Agreement for Prepaid Health Care and Administrative
Services, January 1, 2003; Section V, Eligibility, Enroliment and Effective Date, Sub-Section A as
follows:
A. Eligibility

1. All active full-time (37% hours per week) employees and their eligible "dependents".

2. All appointed or elected officials and their eligible "dependents".

3. Employees eligible under the Short and Long Term Disability Program remain eligible during the

period of disability.

4. "Dependent" means:

a. Spouse of an employee;

b. Any unmarried dependent children, step-children, foster children, legally adopted children of
the employee or spouse, or children who reside in the employee's home for whom the
employee or spouse has been appointed legal guardian, under the age of 19 (or 23 if the child
is a full-time student at an educational institution). Such child shall remain a "dependent"
until marriage or the end of the calendar year in which he/she attains age 19/23. In the event
a child who is a "dependent™ as defined herein, is incapable of self-sustaining employment by
reason of mental or physical disability and is chiefly dependent upon the employee for
support and maintenance prior to age 19, such child's coverage will continue if satisfactory
evidence of such disability and dependency is received within 120 days after the end of the
calendar year in which the maximum age is attained. Coverage for the "dependent" will
continue until the employee discontinues his coverage or the disability no longer exists.

5. A group health coverage program that is equal to that offered active employees shall be provided
by the State for each "Retired Legislator" who meets the following:

a. Isno longer a member of the General Assembly;

b. Is not eligible for Medicare coverage as prescribed by 42 U.S.C. 1395 et seq.;

c. Who served as a legislator for at least 10 years.

A retired legislator who is eligible for insurance coverage under this section may elect to have

the legislator's spouse covered under the health insurance program. In addition, the surviving

spouse of a legislator who has died may elect to participate in the group health insurance
program if all of the following apply:

i. The deceased legislator would have been eligible to participate in the group health
insurance program under this section had the legislator retired on the date of the
legislator's death;

ii. The surviving spouse files a written request for insurance coverage with the employer;

iii. The surviving spouse pays an amount equal to the employer's and employee's premium
for the group health coverage for an active employee.

The eligibility of the retired legislator's spouse, or a surviving spouse of a legislator for group

health coverage is not affected by the death of the retired legislator and is not affected by the

retired legislator's eligibility for Medicare. The spouse’s eligibility ends on the earliest of the
following:

a. When the employer terminates the health coverage program;

b. The date of the spouse's remarriage;

c. When the spouse becomes eligible for Medicare.
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6. "Retirees" meeting the following criteria will continue to be eligible until they become eligible for

Medicare:

a. Must have reached age fifty-five (55) upon retirement but who is not eligible for Medicare;

b. Must have completed twenty (20) years of public service, ten (10) years of which must be
continuous State service immediately preceding retirement;

c. Must have fifteen (15) years of participation in a retirement fund.

7. A group health coverage program that is equal to that offered active employees shall be provided
by the State for each "Retired Judge" who meets the following:

a. Retirement date is after June 30, 1990;

b. Will have reached the age of sixty-two (62) on or before retirement date;

c. Isnoteligible for Medicare coverage as prescribed by 42 U.S.C 1395 et seq.;

d. Who has at least eight (8) years of service credit as a participant in the judge's retirement
fund, with at least eight (8) years of that service credit completed immediately preceding the
judge's retirement.

8. A group health coverage program that is equal to that offered active employees shall be provided
by the State for each "Retired Prosecuting Attorney" who meets the following:

Who is a retired participant under the prosecuting attorneys' retirement fund;

Whose retirement date is after January 1, 1990;

Who is at least sixty-two (62) years of age;

Who is not eligible for Medicare coverage as prescribed by 42 U.S.C. 1395 et seq.; and

Who has at least ten (10) years of service credit as a participant in the prosecuting attorneys

retirement fund, with at least ten (10) years of service credit completed immediately

preceding the participant's retirement.

9. Retirees eligible under subsections 6, 7, or 8 must file a written request for the coverage within
ninety (90) days after retirement. At that time, the retiree may elect to have the retiree's spouse
covered. The spouse's subsequent eligibility to continue insurance under the surviving spouse's
eligibility ends on the earliest of the following:

a. Twenty-four (24) months from the date the deceased Retirees coverage is terminated. At the
end of the period the spouse would be eligible to remain covered until the end of the
maximum period under COBRA,;

b. When the spouse becomes eligible for Medicare coverage as prescribed by 42 U.S.C 1395 et
seq.

c. The end of the month following remarriage; or

d. As otherwise provided in 1.C.5-10-8-8 (g).

10. Employee on a leave of absence for ninety (90) days or less and out of pay status.

11. Anemployee on family leave.

12. An employee on union leave.

13. Retirees eligible under IC 5-10-12.

14. For legislator, Dependent or spouse as defined and pursuant to the conditions set forth in I.C.5-
10-8-8.2.

P00 T

CUSTODIAL CARE means non-health related services which do not seek to cure or which are provided
during periods when the medical condition of the patient is not changing, such services and supplies are
custodial without regard to the practitioner or provider by whom or by which they are prescribed,
recommended, or performed and without regard to whether they are performed by individuals who are
trained or licensed medical or nursing personnel, which include but are not limited to the following:
assistance in activities of daily living; transportation; meal preparation; or companion activities.

DURABLE MEDICAL EQUIPMENT is equipment which can withstand repeated use and is not
disposable, is used to serve a medical purpose, is generally not useful to a person in the absence of a
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sickness, disease or injury and is appropriate for use in the home, provided however, that such terms shall
not include equipment for use in altering air quality or temperature, equipment for use in exercise or
training, or equipment that is not normally of use to a person who does not have a sickness, injury or
disease.

ELIGIBLE DEPENDENT means:

1. Spouse of an employee;

2. Any unmarried dependent children, step-children, foster children, legally adopted children of the
employee or spouse, or children who reside in the employee's home for whom the employee or spouse has
been appointed legal guardian, under the age of 19 (or 23 if the child is a full-time student at an
educational institution). Such child shall remain a "dependent™ until marriage or the end of the calendar
year in which he/she attains age 19/23. In the event a child who is a "dependent"” as defined herein, is
incapable of self-sustaining employment by reason of mental or physical disability and is chiefly
dependent upon the employee for support and maintenance prior to age 19, such child's coverage will
continue if satisfactory evidence of such disability and dependency is received within 120 days after the
end of the calendar year in which the maximum age is attained. Coverage for the "dependent™ will
continue until the employee discontinues his coverage or the disability no longer exists.

ELIGIBLE EXPENSES are what the Plan or Network would pay Participating Providers for Health Care
Services Covered under the Group Service Agreement (GSA) while the GSA is in effect, except that
Eligible Expenses for Emergency and Urgent Care Services provided by non-participating network
providers would be equal to the Usual and Customary Charges.

ELIGIBLE PERSON means any person eligible to enroll as a Subscriber under the Agreement as
defined by the Group and agreed to by the Plan, and as indicated on the Application for Group Service
Agreement and as further described in Article 111, Section A.

EMERGENCY SERVICES or MEDICAL EMERGENCY means medical services that arise suddenly
and unexpectedly and manifests itself by acute symptoms of such severity, including severe pain, that the
absence of immediate medical attention could reasonably be expected by a prudent lay person who
possesses an average knowledge of health and medicine to:

1. Place an individual’s health in serious jeopardy;

2. Result in serious impairment to the individual’s bodily functions; or

3. Result in serious dysfunction of a bodily organ or part of the individual.

ENROLLMENT means the act of completing an Enrollment Application including designating a
Primary Care Physician. A Primary Care Physician must be indicated for each Covered Person in order
for the benefits of this Plan to apply to such a Covered Person under this Agreement.

ENROLLMENT APPLICATION means the application for Enrollment in the Plan which must be
completed and signed by the Subscriber providing necessary information for the Plan, listing all Eligible
Dependent(s) who are to become Covered Persons hereunder on the Individual Effective Date, and,
indicating the Covered Person’s choice of a Primary Care Physician.

EXPERIMENTAL TREATMENT means medical technology or a new application of existing medical

technology, including medical procedures, drugs and devices for treating a medical condition, illness or

diagnosis that:

1. Is not generally accepted by informed health care professionals in the United States as effective; or

2. Has not been proven by scientific testing or evidence to be effective in treating the medical condition,
illness or diagnosis for which its use is proposed.
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See Article VIII for decision-making criteria.
FAMILY means the Subscriber and his or her Covered Eligible Dependents.

FRAUD or FRAUDULENT ACTS, if committed by the Member or any Eligible Dependent(s), means:

1. allowing the use of a Membership Card to obtain services, or

2. making any false statements or representations on his or her membership application; or

3. falsifying a prescription, stealing or otherwise misappropriating a prescription blank(s) or other
property of a Participating Provider of the Plan; or

4. altering his or her medical record; or

5. obtaining similar drug therapy or prescriptions from two (2) or more providers, without the proper
referral or without informing the providers of the Member’s or Eligible Dependent(s) complete
prescription profile

and will result in the termination of the Member and any Eligible Dependents.

FULL-TIME STUDENT means an Eligible Dependent who is enrolled in and attending, full-time, a
recognized course of study or training at:

1. An accredited high school or vocational school; or

2. An accredited college or university; or

3. Alicensed technical school, beautician school, automotive school or similar training school.

Full-time Student status is determined in accordance with the standards set forth by the educational
institution. A person continues to be a Full-time Student during periods of vacation established by the
institution.

GROUP or EMPLOYER GROUP is the body of Subscribers eligible for Group insurance by virtue of
some common identifying attribute, such as common employment by an employer or a membership in a
union, association or other organization.

GROUP SERVICE AGREEMENT means a contract or agreement regarding the benefits, exclusions
and other conditions between the Plan (MePlan, Inc.) and the Group.

HEALTH CARE SERVICES means

1. any services provided by individuals licensed under IC 25-10, IC 25-13, IC 25-14, IC 25-22, IC 25-23,
IC 25-26, IC 25-27, I1C 25-29, IC 25-33 or IC 25-35.6; and

2. any other services or goods furnished for the purpose of preventing, alleviating, curing or healing
human illness, physical disability or injury; and

3. services incidental to the furnishing of services described in subdivision (1) or (4); or

4. services provided as a result of hospitalization.

HOME HEALTH CARE means a program of care provided by a public agency or private organization
or a subdivision of such an agency or organization which is primarily engaged in providing skilled
nursing service and other therapeutic services in the homes or places of residence of its patients; which
has policies, established by a group of professional personnel associated with agency or organization,
including one or more Physicians and one or more registered nurses to govern the services which it
provides, and provides for the supervision of such services by a Physician or registered professional
nurse; and which maintains clinical records of all patients. Home Health Care also includes Lovaas and
Applied Behavioral Analysis (ABA) therapy services in the home exclusively for Members diagnosed
with Pervasive Developmental Disorder (PDD).
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HOSPICE CARE means a program designated to provide care for the terminally ill who have a medical
prognosis of a life expectancy of six months or less, through a Medicare approved Hospice program.
Hospice Care must be directed by professional medical personnel licensed within the state in which they
practice. The treatment is intended to enhance comfort and improve the quality of the patient’s life and
emphasizes pain and symptom control rather than curative care for terminally ill patients in the final
weeks and months of a patient’s life.

HOSPITAL means an acute general Hospital which provides inpatient diagnostic and therapeutic
facilities for surgical and medical diagnosis, treatment and care of injured and sick persons by or under
the supervision of a staff of one or more duly licensed Physicians; which provides continuous nursing
service by or under the supervision of registered professional nurses; and is not a federal Hospital nor a
place for the aged, nor a Skilled Nursing Facility, nor a nursing home, nor an institution of rehabilitation;
and which is an institution which operates as an acute general Hospital pursuant to applicable state or
federal laws.

HOSPITAL INPATIENT means a Member formally admitted to a Hospital as ordered by a Physician or
other individual authorized by the state licensure law and Hospital staff bylaws, and to whom a bed and
board charge will apply.

IMMEDIATE CARE/URGENT CARE CENTER is a facility that provides Coverage for Covered
Persons who are referred for Immediate Care/Urgent Care Services by their Primary Care Physician.

IMMEDIATE CARE/URGENT CARE SERVICES means medical care for an unforeseen illness or
injury that is not life threatening but requires prompt evaluation.

INDIVIDUAL EFFECTIVE DATE is the date stated on the Subscriber Enroliment Application, except
that the Individual Effective Date for any other Covered Person is the date that the Covered Person
became eligible as an Eligible Dependent of the Subscriber, but only if an Enrollment Application listing
the Eligible Dependent is submitted to the Plan within thirty (30) days of eligibility, and the appropriate
Rate is paid commencing with said date. A newborn child or an adopted child of a Subscriber or a
Subscriber’s eligible spouse is automatically Covered for the first thirty(30) days. Subscribers with full
family Coverage currently in effect may enroll newborn dependents after the thirty- (30) day period from
date of birth.

INHERITED METABOLIC DISEASE means a disease caused by inborn errors of amino acid, organic
acid or urea cycle metabolism and is treatable by the dietary restriction of one (1) or more amino acids.

INITIAL ELIGIBILITY PERIOD is the period of time, determined by the Plan and the Group, during
which Eligible Persons may enroll themselves and Eligible Dependents under the Group Service
Agreement.

INPATIENT HOSPITAL SERVICES means the Medically Necessary services and supplies furnished
to a Member who has been admitted to a Hospital for purposes of receiving Inpatient Hospital Services.
Typical Inpatient Hospital Services include bed and board (room and board), nursing services, use of
Hospital facilities, drugs, Biologic Products and Biopharmaceutical Drugs, supplies, appliances and
equipment, and any other diagnostic or therapeutic items or services ordinarily furnished to inpatients.

LIFETIME MAXIMUM means that effective January 1, 2003 and forward, the maximum dollar amount
the Plan will pay for Covered Services during the Covered Person’s lifetime.
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MEDICAL DEDUCTIBLE means the dollar amount of Covered Services (excluding Prescription
Drugs) listed in Article IV Schedule of Benefits for which the Covered Person is responsible before the
Plan starts to pay for Covered Services subject to the Medical Deductible.

MAXIMUM OUT-OF-POCKET means the maximum Coinsurance amount that the Covered Person
has to spend, per Covered Person per Calendar Year. The Out-of-Pocket Maximum does not include
Copayments or Coinsurance for Prescription Drugs (including Biotech Products and Injectable Drugs)
and Diabetic Drugs and Supplies.

MEDICAL FOODS mean food products which are formulated to be consumed or administered enterally
under the supervision of a physician and which are intended for the specific dietary management of a
disease or condition for which distinctive nutritional requirements, based on recognized scientific
principles, are established by medical evaluation. Medical foods are not categorized by the Food and
Drug Administration (FDA) as prescription drugs. Although these products may require physician
supervision and may be labeled “Rx Only” for the purpose of assuring supervision, they do not require a
prescription by law.

MEDICAL NECESSITY or MEDICALLY NECESSARY means services and/or supplies provided by,

or at the direction of, a Hospital, Physician, or other Health Care Services provider to identify and treat an

illness or injury that are:

1. consistent with symptoms, or diagnosis and treatment of the condition, disease, ailment or injury; and

2. appropriate with regard to standards of good medical practice; and

3. not primarily for the convenience of the patient, the patient’s family, the Physician or the Provider;
and

4. not more costly than an alternative service or place of service reasonably expected to produce
equivalent therapeutic or diagnostic results.

MEMBERSHIP CARD means the document of identification issued by the Plan.

MORBID OBESITY means:

1. aweight of at least two (2) times the ideal weight for frame, age, height, and gender as specified in
the 1983 Metropolitan Life Insurance tables; and

2. abody mass index of at least thirty-five (35) kilograms per meter squared with comorbidity or
coexisting medical conditions such as hypertension, cardiopulmonary conditions, sleep apnea, or
diabetes; or

3. abody mass index of at least forty (40) kilograms per meter squared without comorbidity.

NETWORK or MEDICAL NETWORK is a defined group of Participating Providers, linked through
contractual arrangements to each Network, which supply a full range of Health Care Services. The Network
contracts with the Plan to provide services to Covered Persons who have selected the Network for the
provision and coordination of all Health Care Services Covered under the Group Service Agreement. A
Network does not include all of the Plan’s Participating Providers.

1. In-Network means the Covered Person receives Health Care Services from his/her specific Network’s
Participating Providers, such as Primary Care Physicians, Specialty Physicians, Hospital(s), laboratories
or Urgent Care Centers.

2. Out-of-Network means the Covered Person utilizes a provider or facility that is not contracted with
his/her Network. For Urgent and Emergency Services, please see Article 1V, Schedule of Benefits.

OBSERVATION STAY are those services furnished on a Hospital’s premises, including use of a bed
and periodic monitoring by a Hospital’s nursing or other staff to evaluate an outpatient’s condition or
determine the need for a possible admission to the Hospital as an inpatient as ordered by a Physician or
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other individual authorized by state licensure law and Hospital bylaws.

OPEN ENROLLMENT PERIOD means the period of time established by the Plan, during which
Eligible Persons who have not previously enrolled with the Plan may do so and during which Subscribers
can make eligible changes.

ORTHOTIC means a device defined as a rigid or semi-rigid, fabricated, reusable, external and
removable orthopedic appliance or brace that is used for the purpose of supporting a weak or deformed
body member or restricting or eliminating motion in a diseased or injured part of the body.

OUTPATIENT SERVICES means those services rendered to a Covered Person who is not a bed patient
in a Hospital, Outpatient Surgical Center or Skilled Nursing Facility at the time services are rendered.

OUTPATIENT SURGICAL CENTER means a licensed freestanding or Hospital-based medical
facility that specializes in outpatient or same-day surgical procedures.

PARTICIPATING PHYSICIAN means a Participating Provider (Physician) who has entered into an
agreement with the Plan or with another organization that has an agreement with the Plan to render
services to Covered Persons under this Agreement. A directory of Participating Physicians available
under this Agreement will be published from time to time by the Plan for use by Subscribers.

PARTICIPATING PROVIDER means a Physician, Specialty Physician, Hospital, laboratories, Health
Care Services provider or other institution or service independent of the Plan who/which has entered into
an agreement with the Plan or with another organization, which has an agreement with the Plan to render
services to Covered Persons under this Agreement.

PERVASIVE DEVELOPMENTAL DISORDERS as defined in the most recent edition of the
Diagnostic and Statistical Manual of Mental Disorders of the American Psychiatric Association includes,
but is not limited to, Asperger’s syndrome or autism.

PHARMACY SERVICES:

When Pharmacy Coverage is selected by the Employer Group, Pharmacy Services Definitions pertain to

Biopharmaceutical Drugs, Diabetic Drugs and Supplies, Family Planning Drugs, Prescription Drugs and

Self-Administered Injectable Drugs in Article 1V, Schedule of Benefits.

1. Biopharmaceutical Drugs mean drugs manufactured through advanced technologies including
biotechnology methods involving live organisms or derived functional components (bioprocessing)
approved and regulated under the FDA’s Center for Drug Evaluation and Research (CDER) intended
for the prevention, treatment or cure of disease/condition in human beings. Biopharmaceutical Drug
product categories include:

a. monoclonal antibodies for in vivo use,

b. proteins intended for therapeutic use including cytokines, enzymes or other novel proteins,

c. immunomodulators (non-vaccines and blood products) including proteins derived from plants,
animals, or microorganisms, and recombinant versions of these products,

d. growth factors, cytokines, and monoclonal antibodies intended to mobilize, stimulate, decrease or
otherwise alter the production of hematopoietic cells in vivo, and

e. therapeutic synthetic peptide products of 40 or fewer amino acids.

f. drugs developed through advanced technology that are not included under item “a” above. The
Pharmacy and Therapeutics committee will assign drugs to this category based on cost and the
need to provide exceptional management such as:

i. Prior Authorization, and
ii. provision through a network selected specialty pharmacy vendor, and,
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iii. clinical oversight, and/or
iv. disease management, and/or
V. case management.

2. Biopharmaceutical Non-Select Drugs mean those Biopharmaceutical Non-Select Drugs which the
Plan has not identified on its Biopharmaceutical Select Drugs List by the Pharmacy and Therapeutics
Committee.

3. Biopharmaceutical Select Drugs mean those Biopharmaceutical Drugs that offer additional value
over comparable Biopharmaceuticals Drugs and which the Plan has identified on its
Biopharmaceutical Select Drugs List by the Pharmacy and Therapeutics Committee.

4. Brand Non-Select Drugs mean those prescription brand name drugs which the Plan has not included
on its Brand Select list or have been so placed by the Pharmacy and Therapeutics Committee.

5. Brand Select Drugs mean those brand name prescription drugs that have no generic equivalent and
offer additional value than comparable brand name drugs.

6. Convenience Packaging means any prescription drug product whose formulation or packaging offers
no medical benefit and/or Medical Necessity over the product(s) containing the same prescription
component(s) already available to Members in other formulations or packaging. A determination of
Convenience Packaging is made by the Pharmacy and Therapeutics Committee.

7. Diabetic Drugs and Supplies mean the prescription drugs or supplies necessary for the treatment of
diabetes.

8. Generic Drugs mean those prescription drugs whose brand name counterparts are no longer under
patent protection. Generic Drugs must contain the same active ingredients as their brand hame
counterparts and must be identical in strength, dosage form and route of administration. Generic
Drugs must also supply the same amount of the active ingredient in the body, at the same rate, as the
brand name drug. Generic Drugs can be marketed only after the product and its manufacturer has
been approved by the Food and Drug Administration (FDA). This requires that Generic Drugs be
produced in accordance with stringent government regulations called current Good Manufacturing
Practices (GMP).

9. Generic Non-Select Drugs mean those newly available Generic prescription Drugs that are Non-
Select for a duration of six (6) months (or longer) until the time that the Generic Drug is developed by
three (3) different manufacturers and the HCFA MAC or Plan MAC price is set. The Pharmacy and
Therapeutics Committee may choose to keep a Generic Drug at the Generic Non-Select tier. The
separation of Generic Drugs into Generic Select and Generic Non-Select Drugs is not applicable to all
Employer Groups.

10. Generic Select Drugs mean those Generic Drugs that are no longer Generic Non-Select and have a
Plan or Health Care Finance Administration (HCFA) Maximum Allowable Cost (MAC) price set.
Generic Drugs can be so placed by the Pharmacy and Therapeutics Committee. The separation of
Generic Drugs into Generic Select and Generic Non-Select Drugs is not applicable to all Employer
Groups.

11. Over-the-Counter (OTC) Drugs mean those drugs that do not require a prescription in the United
States and do not carry the Federal Legend (Rx Only) on their label.

12. Over-the-Counter (OTC) Select Drugs mean those OTC drugs which offer additional value over
comparable OTC drugs and as determined by the Pharmacy and Therapeutics Committee.

13. Participating Pharmacy means a Pharmacy independent of the Plan, which has entered into an
agreement with the Plan, or with another organization that has an agreement with the Plan to render
services to Covered Persons under this Agreement.

14. Pharmacy means any facility, department or other place that has been issued appropriate state and/or
federal licenses where prescriptions are filled or compounded and are sold, dispensed, offered or
displayed for sale and which has as its principal purpose the dispensing of drugs and health supplies
intended for the general health, welfare and safety of the public, without placing any other activity on
a more important level than the practice of Pharmacy.

15. Pharmacy & Therapeutics Committee means the selected group of Plan Physicians from the
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various Networks, the Plan Medical Director and Plan Clinical Pharmacists, that meet to review and
update the Plan's Pharmacy Program.

16. Pharmacy Program means the Plan program that establishes, updates and maintains the Plan's
Pharmacy benefit. This program includes the programs, policies, medication lists, procedures and
guidelines of the Pharmacy and Therapeutics Committee.

17. State Restricted Drugs mean non-federal legend drugs that are restricted to prescription order by
state law.

18. Self-Administered, Injectable Drugs mean a drug that is typically administered by intramuscular or
subcutaneous injection and is used to treat a chronic condition for which the patient is expected to
manage his/her own care on a daily/frequent basis.

PHYSICIAN means a practitioner of the healing arts holding an unlimited license in the State of Indiana
for the practice of medicine or osteopathy, practicing within the scope of his or her license.

PHYSICIAN SERVICES are professional or medical services rendered by a Physician when reasonable
and Medically Necessary for the diagnosis or treatment of a condition, disease or ailment.

PLAN means MePlan, Inc.

PREVENTIVE MEDICAL SERVICES mean those outpatient Health Care Services provided by

Participating Providers concerned with the prevention or detection of disease in a susceptible or

potentially susceptible population. Preventive Medical Services include:

1. Specific protective interventions, such as vaccinations; and

2. Test/examinations for the early diagnosis of disease to shorten the duration and severity of illness,
such as mammograms.

PRIMARY CARE PHYSICIAN (PCP) means a Participating Physician who has agreed to assume
primary responsibility for the medical care of a Subscriber or Eligible Dependent under the Plan (e.g.
family practitioner, general practitioner, pediatrician, internist or obstetrician for maternity care).

PRIOR AUTHORIZATION means the process of obtaining Coverage approval by the Plan before
receiving a service or medication except in an Emergency.

PROSTHETIC means a device defined as a fabricated, reusable, external, removable substitute for a
diseased or missing part of the body.

RATE means the amount currently charged by the Plan for all benefits and services Covered under the
Agreement.

RECONSTRUCTIVE SURGERY is performed on abnormal structures of the body caused by birth
defects, developmental abnormalities, trauma, infection, tumors or disease.

REFERRAL PHYSICIAN means a Participating Physician who has entered into an agreement with the
Plan or with another organization that has an agreement with the Plan, or has been approved by the Plan
to render services to Covered Persons under this Agreement.

REASONABLE AND CUSTOMARY CHARGE means the maximum amount that the Plan determines
is reasonable for Covered Services you receive, up to but not to exceed charges actually billed. Our
determination considers:

1. Amounts charged by other Providers for the same or similar service;

2. Any unusual medical circumstances requiring additional time, skill or experience; and/or
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3. Other factors the Plan determines are relevant, including but not limited to, a resource based relative
value scale.

4. The amount accepted by a Network Provider as payment in full under the participation Agreement
specific to this product.

For a Network Provider, the Reasonable and Customary is equal to the amount that constitutes payment in
full under the Network Provider’s participation agreement for this product. If a Network Provider accepts
as full payment an amount less than the negotiated rate under participation agreement, the lesser amount
will be the maximum Reasonable Charge.

RESPITE CARE means short-term inpatient or outpatient care to give a caregiver relief from the
physical demand and emotional stress of caring for the hospice patient. Inpatient Respite Care means a
short-term admission to a participating Hospital, hospice facility or nursing home to give a caregiver
relief from the physical demands and emotional stress of caring for the patient. Outpatient Respite Care
means outpatient care to give caregiver relief from the physical demands and emotional stress of caring
for the patient.

RIDER is additional medical Coverage purchased by the Group in addition to basic Health Care Services
Covered under the Group Service Agreement. Health Care Services provided by a Rider may be subject to
payment of additional Premiums. Riders are effective only when approved by the Plan.

SEMI-PRIVATE ACCOMMODATIONS is a room with two (2) or more beds. The difference in cost
between Semi-private Accommodations and private accommodations is Covered only when private
accommodations are Medically Necessary or when Semi-private Accommodations are not available.

SERVICE AREA means the Indiana counties in which the Plan is authorized by the Indiana Department
of Insurance to conduct business.

SKILLED NURSING FACILITY means an institution or a distinct part of an institution which has a
transfer agreement with one or more Hospitals, and which is engaged in providing inpatient skilled
nursing care and related services for patients who require medical or nursing care and has one or more
Physicians and one or more registered professional nurses responsible for the care of said patient; has a
requirement that every patient must be under the supervision of a Physician; maintains clinical records on
all patients; provides twenty-four (24) hours nursing services; provides appropriate methods and
procedures for the dispensing and administration of drugs and Biologic Products and Biopharmaceutical
Drugs, and is duly licensed by the appropriate governmental authorities, if any, except the term “Skilled
Nursing Facility” does not include any institutions or portions of any institutions which are exclusively
for custodial or domiciliary care or for the care and treatment of mental diseases.

SPECIALTY PHYSICIAN means a Participating Physician who is not a Primary Care Physician who
has entered into an agreement with the Plan or with another organization who has an agreement with the
Plan, or has been approved by the Plan to render services to Covered Persons under this Agreement.

STABILIZED means to provide medical treatment to an individual in an Emergency as may be

necessary to assure, with reasonable medical probability, that material deterioration of the individual’s

condition is not likely to result from or during any of the following:

1. The discharge of the individual from an Emergency department or other care setting where
Emergency Services are provided to the individual.

2. The transfer of the individual from an Emergency department or other care setting where Emergency
Services are provided to the individual to another health care facility.

3. The transfer of the individual from a Hospital Emergency department or other Hospital care setting
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where Emergency Services are provided to the individual to the Hospital’s inpatient setting.

SUBSCRIBER means the Eligible Person who has applied for Enroliment in the Plan to receive medical
services.

SURGICAL SERVICES means the performance of surgical procedures by a health professional that
may be legally rendered by such person.

TREATMENT PLAN means the projected series of medical, surgical, dental and/or psychiatric
interventions in the management of a Member, based on the individualized evaluation of what is needed
to restore or improve the health and function of the Member. A Treatment Plan specifically identifies
those procedures used for the cure or amelioration of a disease or pathological condition. A Treatment
Plan outlines goals and timelines that serve as a reference for a Physician or treating Provider to monitor
outcomes.

A Treatment Plan must include:

a diagnosis;

proposed treatment by type(s);

duration of treatment intervention(s);

who will be providing the treatment service(s);

the anticipated outcomes stated as goals;

The frequency by which the treatment plan will be updated; and

The treating Physician’s or practitioner’s signature.

Nookr~wdE

URGENT CARE/IMMEDIATE CARE SERVICES means medical care for an unforeseen illness or
injury that is not life threatening but requires prompt evaluation.
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ARTICLE Il - GROUP EFFECTIVE DATE, PAYMENT OF RATES, TERMINATION OF
AGREEMENT

A. A Membership Card will be issued to the Subscriber, spouse, Eligible Domestic Partner, if applicable,
and each Eligible Dependent with pertinent information concerning the Member’s Coverage,
effective date and identification number. This card must be used to indicate Coverage under the Plan.
The Membership Card is the property of the Plan. The Covered Person is responsible for any charges
incurred after a Covered Person is terminated.

B. Notwithstanding anything in this Article Il to the contrary, the Plan shall continue to provide the
benefits and services of the Agreement to the Subscribers and Covered Persons during the grace

period, and the Group shall be liable for payment of Rates for such Subscribers and Covered Persons
during such period.

C. Inthe event of termination of this Agreement by the Group or the Plan, all entitlement to benefits for
all persons Covered hereunder as Covered Persons shall terminate as of the effective date of
termination of this Agreement and this Agreement shall be of no further force or effect.
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ARTICLE 11l - ENROLLMENT, INDIVIDUAL EFFECTIVE DATE, TERMINATION OF
COVERAGE, CONTINUATION OF COVERAGE, COVERAGE FOR ELIGIBLE MEMBERS
WHO RESIDE OQUTSIDE OF SERVICE AREA

A. All Eligible Persons desiring to enroll in the Plan are required to complete and sign a Subscriber
Enrollment Application unless an alternative method of enrollment is agreed to by the Plan and the
Group. Eligible Persons must maintain a permanent residence within the approved Service Area.
Each Eligible Person must select a Network of Participating Providers and within that Network,
designate a Primary Care Physician whose office is located within fifty (50) miles of where the
Eligible Person lives. And further, for each Covered Person, designate a Primary Care Physician
within the Eligible Person’s Network. Please see Article I, Definitions for Network. The Primary
Care Physician will coordinate, supervise and provide ongoing medical care to the Covered Person
with the Network’s participating specialists and Hospitals. (See also Article I11, Section H.)

An Eligible Person and/or their Eligible Dependents may change Primary Care Physicians within the
same Network every ninety (90) days, but no more frequently than twice yearly. An Eligible Person
may change Networks only during an Open Enrollment period except when the Eligible Person
moves more that fifty (50) miles from their PCP.

If an Eligible Person commits fraud or misrepresents the facts when completing the Subscriber
Enrollment Application or approved substitute, Coverage will be terminated retroactive to the date of
initial Enrollment.

B. If a Subscriber changes Coverage under this Agreement from Subscriber only to Subscriber and
Eligible Dependent(s) Coverage due to the new addition of the Eligible Dependent(s) as defined in
Acrticle I, Covered Person and Eligible Dependents, hereof, such Eligible Dependent(s) Coverage
shall commence on the date of the addition of the Eligible Dependent(s), if such request and payment
of the appropriate Rate are received within thirty-one (31) days following such addition.

C. Eligible Persons whose Enrollment Applications are received by the Plan shall have their Coverage
hereunder become effective at twelve (12) midnight coincident with the date of eligibility established
by the Group and approved by the Plan for health Coverage.

D. No Covered Person shall have his/her Coverage terminated under this provision because of the
amount, variety or cost of the services required by such Covered Person. The Coverage of any
Covered Person shall terminate:

1. As provided in Agreement for Prepaid Health Care and Administrative Services.

2. Attwelve (12) midnight the last day a Covered Person qualified as a Covered Person as a result
of termination of coverage by the Plan with notice for just cause including but not limited to:
submission of fraudulent claims, refusal to follow a Plan Physician’s treatment plan (subject to
Grievance Procedure ruling if Covered Person requests), gross or repeated misbehavior including
but not limited to abusive behavior towards health Providers or administrative staff in applying
for or seeking any benefits under this contract, failure to pay any required copayments or
deductible amounts which are the responsibility of the enrollee and the misuse of any Member
materials as set forth in Article X, Section E of this Agreement.

No Covered Person shall be disenrolled under the provisions of Article 111, D, 2, unless prior thereto
he/she has been given written notice thirty (30) days in advance of this disenrollment. Such notice
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shall specify the reason or reasons for disenroliment and shall inform the Covered Person of his/her
right to appeal the disenrollment.

E. Continuation of Coverage For Inpatients Upon Contract Termination By the Plan
If the contract is terminated by the Plan, a Member who is hospitalized for a medical or surgical
condition on the date of termination will have continuation of Coverage for inpatient services for up
to sixty (60) days as mandated by Indiana State Law. The continuation of Coverage is not required if
one of the following occurs:
1. The Member is discharged from the Hospital;
2. Sixty (60) days pass after contract termination;
3. The hospitalized Member obtains from another carrier Coverage that includes the Coverage
provided by the Plan;
4. The Group terminates the contract; or
5. The Plan terminates the Member’s Coverage due to:
a. The Member knowingly provides false information to the Plan;
b. The Member’s failure to comply with the rules of the Plan as stated in the contract;
c. The Member’s failure to pay a premium within the grace period permitted under the Group
Service Agreement.

F. Continuation of Coverage
The Group Service Agreement between the Group and the Plan incorporates the provisions of the
Consolidated Omnibus Budget Reconciliation Act of 1985, as amended, (COBRA) which provisions
do not apply to the Group if it normally employed fewer than twenty (20) employees on at least 50%
of its typical business days during that particular calendar year, or as may be determined by
applicable statutes or governmental regulations. Only common law employees are taken into account
for purposes of the small employer plan exception; self-employed individuals, independent
contractors and directors are not counted.

COBRA generally requires certain employers who sponsor health plans to offer continuation of health
care Coverage to employees who lose Coverage because of reduction in hours of work or whose jobs
terminate and to their qualified Eligible Dependents in specific circumstances.

There are specific circumstances for qualifying for this Coverage. Employers and plan administrators
are responsible for advising employees and qualifying Eligible Dependents of this Coverage in order
to comply with COBRA.

G. Special Enrollment of Eligible Individuals/Coverage Limitations for Members Who Reside Outside
the Service Area

Eligible employees or the Eligible Dependents of eligible employees who lose other health care

Coverage are permitted to enroll in the Plan if the Eligible Person requested Enrollment in the Plan

within thirty (30) days of the loss of their Coverage, and if each of the following conditions are met:

1. The employee or Eligible Dependent was already Covered under other health care Coverage
when the Plan was previously offered;

2. The employee or Eligible Dependent declined Coverage in the Plan because the employee had
another source of Coverage;

3. The employee or Eligible Dependent exhausted his or her COBRA continuation Coverage or the
individual’s Coverage terminated because of a loss of eligibility for Coverage (due to legal
separation, divorce, death, termination of employment or reduction in hours of employment) or
termination of employer contributions towards Coverage.
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An adopted child of a Subscriber or a Subscriber’s eligible spouse is automatically Covered for the

first thirty (30) days from the earlier of:

1. The date of placement for the purpose of adoption; or

2. The date of the entry of an order granting the adoptive parent custody of the child for purposes of
adoption and continues for thirty (30) days unless the placement is disrupted prior to legal
adoption and the child is removed from placement.

For Coverage beyond the first thirty (30) days, an Enrollment Application must be filed with the Plan
and applicable premiums paid within the thirty (30) day period described above.

A child born to a Subscriber or a Subscriber’s eligible spouse is automatically Covered for the first
thirty (30) days from date of birth. For Coverage beyond the first thirty (30) days, an Enroliment
Application must be filed with the Plan and applicable premiums paid within the first thirty (30) days
from the date of birth. Subscribers with full family Coverage currently in effect may enroll newborn
dependents or adopted children after the thirty (30) day period from date of birth or date of adoption
with an effective date up to ninety (90) days prior to notification.

If an Eligible Dependent child is both:

1. incapable of self-sustaining employment by reason of being mentally or physically disabled; and

2. chiefly dependent upon the Subscriber for support and maintenance at the time he or she reaches
the specified age, then such Eligible Dependent child shall remain an Eligible Dependent child
for the duration of such disability and dependency, or

The Plan may require proof of the person’s disability and/or dependency be furnished to the Plan by
the Subscriber within one-hundred twenty (120) days of the child’s attainment of the limiting age and
subsequently, at reasonable intervals during the two (2) years following the child’s attainment of the
limiting age. The Plan may require proof once per year in the time more than two (2) years after the
child’s attainment of the limiting age.

An eligible employee who a court has ordered through a qualified support order that health Coverage
be provided for a spouse or a minor or Eligible Dependent child of an eligible employee may enroll
these Eligible Dependents in the Plan outside of open enrollment.

An Eligible Person must select a Primary Care Physician for each Covered Eligible Dependent within
the Eligible Person’s Network of Participating Providers. The Primary Care Physician will
coordinate, supervise and provide ongoing medical care to Covered Persons with the Network’s
participating specialists and Hospitals.

I.  Family and Medical Leaves of Absence
A Covered Person who is on an approved leave under the Family and Medical Leave Act of 1993
(FMLA), as it may be amended from time to time, may continue participation in the Plan
commensurate with the type of Coverage in effect on the day immediately before the leave begins by
continuing to pay the required employee contribution.

FMLA continuation of Coverage will continue until the first of the following to occur:

1. The employee’s return to active employment with the employer; or

2. The end of the twelve (12) week FMLA leave period. In the event a Member does not return to
active employment at the end of the twelve (12) week FMLA leave period, Coverage under the
Plan may be continued under COBRA, with the COBRA period measured from the date FMLA
leave ends.
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J.  Military Service Leaves of Absence
If a Member is absent from work due to military service, the employee may elect to continue
participation in the Plan commensurate with the type of Coverage in effect on the day immediately
prior to the start of leave under the Uniformed Services Employment and Reemployment Rights Act
of 1994 (“USERRA?), as it may be amended from time to time. Coverage will continue until the
earlier to occur (a) the date the employee fails to return to active employment as required under
USERRA, or (b) eighteen (18) months. In order to continue Coverage, the employee must continue
to pay the required contribution under the Plan during the first thirty (30) days of leave. Thereafter,
the employee is required to pay a premium in the same amount as that required under COBRA.

K. Certification of Creditable Coverage

Plan shall provide each Eligible Person, Eligible Dependent or COBRA beneficiary who is a Plan

participant with a written statement showing the period of Coverage as a Plan participant at each of

the following times:

1. When the participant ceases to be a Covered Person.

2. When the participant ceases to be an Eligible Person or Eligible Dependent.

3. Upon a COBRA beneficiaries cessation of COBRA Coverage; and

4. Upon request by a former Plan participant at any time within two (2) years after the later of the
date such person ceases to be a Covered Person or the date such person ceases to be a COBRA
beneficiary.
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ARTICLE IV - SCHEDULE OF BENEFITS

Unless otherwise specifically stated to the contrary, the benefits and services described are Covered
services only if and to the extent that the services are:

1. Medically Necessary, and

2. Prescribed, provided or referred by the Member’s Primary Care Physician, and

3. Prior Authorized or approved by the Member’s Medical Network.

Any medical service, prescription drug, medicine, equipment, supply or procedure directly or indirectly
related to a service which is not Medically Necessary, or is not consistent with Treatment Plan for
Pervasive Developmental Disorders, or services, recommended by a Participating Physician, that are not
services Covered by the Plan or not required in accordance with accepted standards of medical practice
are not Covered in part or in full.

Although many services are directed by the Member’s Primary Care Physician, the Member shares in the
responsibility to be aware of receiving care from Participating Providers. If the Member has been referred
to a Specialty Physician, the Member should call to verify that the referral has been received prior to the
scheduled appointment. Referrals from the Member’s Specialty Physician to another Specialty Care
Physician must be made with Prior Authorization of the Member’s Primary Care Physician. Membership
Cards should be presented at all appointments.

Covered services are available only from Participating Providers unless:

1. Prior Authorized or approved by the Member’s Medical Network or by a Medical Director of the
Plan, or

2. Such services are Emergency Services or Urgent Care Services when the Covered Person is beyond a
fifty (50) mile radius of his/her Primary Care Physician's office.

Neither the Plan nor its Participating Providers have any liability or obligation for any service or benefit
sought or received by any Member from any other Physician, Hospital or other person, institution or
organization.

Participating Providers are not authorized to speak on behalf of the Plan as to what is a Covered service.
Therefore, actions or statements by Participating Providers, which are inconsistent with these
requirements, will not be considered a waiver of these requirements. Failure to obtain Prior Authorization
from the Member’s Medical Network or a Medical Director of the Plan when Prior Authorization is
required will result in denial of Coverage. Authorizations for Coverage of elective surgeries will not be
made by the Plan more than three (3) months prior to the date of surgery except for Transplants.

Some Covered services may require Copayments or Coinsurance to be made by the Member to the
provider of services.

Lifetime Maximum for this Group Service Agreement is one million ($1,000,000) dollars per Covered
Person. All Covered Services apply to this Lifetime Maximum.

Medical Deductible as defined in Article I, Definitions:

The Calendar Year Medical Deductible for any one Covered Person is $500 dollars. The family
Calendar Year Medical Deductible is two (2) times the Covered Person Deductible or $1,000 dollars.
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The Medical Deductible is met when:

1. any one Covered Person has accumulated more than $500 dollars for Covered Health Care Services
in a Calendar Year; or

2. the family, in aggregate, has accumulated more than $1,000 dollars in Covered Health Care
Services in a Calendar Year, limited to a maximum of $500 dollars contributed by any one Covered
Person.

The Plan provides Covered Health Care Services in the following ways:

1. Covered Health Care Services that require a Copayment: The Member does not have to meet their
Medical Deductible before these Covered Health Care Services are available at the Copayment
dollar amount listed in Article 1V, Schedule of Benefits. Copayments do not accumulate towards
the Medical Deductible.

2. Covered Health Care Services that require Coinsurance: Before Covered Health Care Services
would be eligible for Coverage at the Coinsurance percentage listed in Article 1V, Schedule of
Benefits, the Member, or their family, must first meet their Calendar Year Medical Deductible.
Until the Medical Deductible is met, the Member is responsible for the cost of Covered Health Care
Services.

The following Health Care Services, otherwise subject to Coinsurance, are not subject to a Calendar
Year Medical Deductible. The Plan will Cover these Health Care Services at the applicable
Coinsurance before the Member satisfies their Medical Deductible. Any Coinsurance applied to
these services does not accrue to the Member’s individual or family Medical Deductible.

a. Chemical Dependency/Substance Abuse (Inpatient)

b. Biopharmaceutical Drugs (Outpatient)

c. Mental Health (Inpatient)

d. Prescription Drugs including Diabetic Drugs and Supplies (Outpatient).

Deductible Carry-Over Provision — If an individual or family has not accumulated enough expenses to
meet their Calendar Year Medical Deductible, expenses incurred during the last three (3) months of the
Calendar Year (October, November and December) will be applied or carried-over to the next Calendar
Year.

Maximum Out-of-Pocket (Medical) as defined in Article I, Definitions:

The Calendar Year Maximum Out-of-Pocket for any one Covered Person is $2,500 dollars. The family
Calendar Year Maximum Out-of-Pocket is two (2) times the Covered Person Maximum Out-of-Pocket or
$5,000 dollars.

Once the Maximum Out-of-Pocket amount is reached, the Plan will pay one hundred (100%) percent for
most additional Health Care expenses that require a Coinsurance for the rest of the Calendar Year. Until
the Maximum Out-of-Pocket amount is reached, the Member is responsible for the applicable
Coinsurance required for eligible Covered Health Care Services. Copayments do not accrue to the
Maximum Out-of-Pocket and will continue to be the responsibility of the Member. In addition,
Copayments or Coinsurance for Prescription Drugs (including Biotech Products and Injectable Drugs)
and Diabetic Drugs and Supplies do not accrue to the Maximum Out-of-Pocket and will continue to be
the responsibility of the Member. The Maximum Out-of-Pocket includes the Medical Deductible.

The Maximum Out-of-Pocket is met when:

1. any one Covered Person has accumulated more than $2,500 dollars in Coinsurance for eligible
Covered Health Care Services in a Calendar Year; or

2. the family, in aggregate, has accumulated more than $5,000 dollars in Coinsurance for eligible
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Covered Health Care Services in a Calendar Year, limited to a maximum of $2,500 dollars
contributed by any one Covered Person.

Coinsurance for the following Health Care Services do not apply to the individual or family Maximum
Out-of-Pocket identified above. The Member will continue to be responsible for the applicable
Coinsurance required for these eligible Covered Health Care Services:
1. Chemical Dependency/Substance Abuse (Inpatient)
2. Biopharmaceutical Drugs (Outpatient)
3. Mental Health (Inpatient)
4. Prescription Drugs including Diabetic Drugs and Supplies (Outpatient)

Please reference Article 1, Definitions and Article V, General Exclusions and Limitations, for
exclusions in addition to those listed with the benefits in this Article.
Allergy Serum/Extract and Allergy Injections Copayment/Coinsurance Required

Allergy injections, not including extract Please reference Article 1V, Physician Services, Office Visit
Copayment

Extract 50 % of Eligible Expenses

Exclusions

Please reference Article V, General Exclusions and Limitations, for exclusions in addition to any listed

with the benefits in this Article.

Ambulance Service Copayment/Coinsurance Required

20 % of Eligible Expenses

Ambulance services to a Hospital when requested by a Participating Physician are Covered. A

Participating Physician’s prescription or referral is not required if ambulance services are used in an

emergency situation. The Member’s Medical Network or the Plan will review all non-authorized
ambulance services to determine the Medical Necessity for ambulance services. (Unnecessary or
unauthorized ambulance service is not a Covered benefit). Air ambulance services require the
Member’s Medical Network’s Prior Authorization unless rendered in an emergency. Only ground
transportation ambulance services will be approved unless air ambulance services are required for
Member safety.

Exclusions
1. Non-emergency ambulance services or ambulance services not authorized by a Primary Care
Physician or the Plan or the Member’s Medical Network

2. Please reference Article V, General Exclusions and Limitations, for exclusions in addition to any

listed with the benefits in this Article.

Biopharmaceutical Drugs (See Pharmacy Services)

Cardiac Rehabilitation Therapy Copayment/Coinsurance Required
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Phase | - Inpatient Subject to applicable Hospital Inpatient Coinsurance
Phase Il - Outpatient 20% of Eligible Expenses

Cardiac rehabilitation is Covered when prescribed for a Member with coronary artery disease
following a recent (within twelve (12) months) acute event such as acute myocardial infarction,
coronary artery bypass graft surgery, percutaneous transluminal coronary angioplasty, cardiac
transplantation, cardiac valve surgery, cardiac stent placement, or one course of therapy following the
initial diagnosis of congestive heart failure. Phase I/Inpatient Stay and Phase 11/Outpatient Period
cardiac rehabilitation services are Covered with the Phase I1/Outpatient Period being limited to thirty-
six (36) sessions over a twelve (12) week period.

Exclusions

Please reference Article V, General Exclusions and Limitations, for exclusions in addition to any
listed with the benefits in this Article.

Chemical Dependency and Substance Abuse Copayment/Coinsurance Required
Services - Inpatient And Outpatient

Inpatient and outpatient services when Medically Necessary only when prescribed, directed or
authorized by the Member’s Network Behavioral Health Intake and Triage Center or by the
Member’s Primary Care Physician pursuant to an approved referral.

As mandated by Indiana State Law, the following services for Chemical Dependency and Substance
Abuse must have similar treatment limitations or financial requirements as other medical conditions.
The following services are not limited.

Inpatient —

Chemical Dependency and Substance Abuse ~ Same Copayment/Coinsurance as Inpatient Hospital Services
Hospital Services. Hospital Inpatient

settings provide continuous (24 hours per

day) skilled nursing care, daily medical

care, therapeutic activities and assessment.

Outpatient —

1. Chemical Dependency and Substance 1. $20 per visit
Abuse Services — Office Visit

2. Other Outpatient Chemical Dependency 2. $20 per visit
and Substance Abuse Services — such as
other Intensive Outpatient Program
Services (each three (3) hour session
equals one (1) outpatient visit) and
partial hospitalization or day treatment
(each visit equals one (1) outpatient
visit).
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Outpatient Chemical Dependency and Substance Abuse Services are traditional Outpatient Services
that are typically provided in an office or clinic setting and consist of individual, group and family
assessment, counseling or psychotherapy and/or individual medication management.

Intensive Outpatient Program refers to an Intermediate Ambulatory mental health program. Planned
hours of treatment are three to four hours per day, at least two to three days per week (Association for
Ambulatory Behavioral Healthcare 1999).

Intermediate Ambulatory services are characterized by active treatment frequently with a rehabilitative
or transitional function that incorporates into the treatment plan the benefits of stable, staff supported
milieu that extends beyond the treatment setting into the significant parts of the patient’s community
network. Attendance at the program is more flexible and may not be needed on a full time basis as
patients may function adequately in other structured settings, such as school or work. Milieu based
intensive outpatient programs are a good example of Intermediate Ambulatory services (Association
for Ambulatory Behavioral Healthcare 1999).

Exclusions

1. Experimental/medical psychiatric procedures, pharmacological regimens and associated Health
Care Services, and/or those services or procedures that are not consistent with accepted standard
medical practice, or services requiring approval by any governmental authority prior to use where
such approval has not been granted or services not approved for Coverage by Medicare

2. Inpatient rehabilitation of chronic alcoholism or drug addiction or abuse. Services for alcoholism,
drug abuse and addiction shall be limited to diagnosis, evaluation and treatment for detoxification

3. Substance Abuse or chemical dependency therapy on court order or as a condition of parole,
unless treatment otherwise would be Covered

4. Coverage for Custodial Care, nursing home care, Respite Care, rest cures and domiciliary care,
regardless of location or setting and long-term psychiatric management in any institutional or
home-based setting including services in group homes, halfway houses or residential facilities

5. Please reference Article V, General Exclusions and Limitations, for exclusions in addition to any
listed with the benefits in this Article.

Dental Services - Emergency Copayment/Coinsurance Required

Subject to applicable Copayment/Coinsurance

1. Emergency care required to relieve pain and stop bleeding as a result of accidental injury to sound
natural teeth when provided within twenty-four (24) hours of the injury.
2. Re-implantation of natural teeth within twenty-four (24) hours of loss due to accidental injury.

Exclusions

1. Injury resulting from mastication

2. Dental services, surgery, treatment or care, or dental x-rays, dentures and implants, supplies and
associated expenses (including hospitalization, except for those services described above)

3. Please reference Article V, General Exclusions and Limitations, for exclusions in addition to any
listed with the benefits in this Article.

Diabetic Drugs and Diabetic Supplies (See Pharmacy Services)

Dialysis Copayment/Coinsurance Required
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Inpatient Subject to applicable Hospital Inpatient Coinsurance

Outpatient $30 per visit plus 20% of Eligible Expenses and in addition,
the applicable Biopharmaceutical Drug
Copayment/Coinsurance will apply

Services and supplies per the Plan’s specifications for both acute and chronic dialysis. If Covered by
Medicare, see Article IX, Section L.

Exclusions
Please reference Article V, General Exclusions and Limitations, for exclusions in addition to any
listed with the benefits in this Article.

Durable Medical Equipment Copayment/Coinsurance Required

50% of Eligible Expenses

Durable Medical Equipment and related components are Covered when Medically Necessary and
authorized in accordance with the Plan’s Prior Authorization process and included on the Durable
Medical Equipment list. Coverage will not exceed the minimal alternative that is Medically
Necessary to allow the Member to meet their potential functional ability.

Exclusions

1. Convenience or comfort items as defined by the Plan

2. An option/accessory that is beneficial primarily in allowing the Member to perform leisure or

recreational activity is not Covered

Repair or replacement of lost, neglected or stolen equipment

Duplicate equipment

Routine service that does not require the skill of a technician

Non-reusable items

Equipment and devices used for environmental control or to enhance the environmental setting in

which the Member resides ( e.g., air conditioners, air filters, heaters, humidifiers)

8. Equipment for use in exercising or training, including but not limited to, devices for home use
ordered in conjunction with rehabilitation therapies (e.g., exercise putty, bands or balls)

9. Please reference Article V, General Exclusions and Limitations, for exclusions in addition to any
listed with the benefits in this Article.

Nookow

Emergency Services Copayment/Coinsurance Required

Emergency Room Facility $150 per visit

The applicable Emergency Services Copayment or Coinsurance will be waived in the event the visit
results in the Member being admitted as a Hospital Inpatient. Any applicable Hospital Inpatient
Copayment/Coinsurance will apply at that point. Any applicable Copayment/Coinsurance will not be
waived for an Observation Stay.

1. Emergency Services are Covered for care obtained in an emergency by a Covered Person
without:
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a. Prior Authorization; or
b. Regard to the contractual relationship between:
i. The Provider who provided Health Care Services to the Covered Person in an emergency;
and
ii. The health organization;
In a situation where a prudent lay person could reasonably believe that the Covered
Person’s condition required immediate medical attention. The emergency care obtained
by a Covered Person includes care for the alleviation of severe pain, which is a symptom
of an emergency.

2. If Emergency Services are received from an Out-of-Network Provider, the Plan must be notified
within forty-eight (48) hours of the start of such emergency care or as soon as reasonably possible
thereafter. The Member’s Medical Network or the Plan may, at its sole option, elect to transfer
the patient at its expense to the care of a Participating Provider, subject to the condition that such
transfer not jeopardize the Member’s health.

3. All claims for Hospital Emergency Services and Out-of-Network Emergency Services will be
retrospectively reviewed by the Member’s Medical network or the Plan to determine if a Medical
Emergency existed. If it is determined that a Medical Emergency as described herein did not
exist and the Member’s Primary Care Physician did not refer the Member for emergency care,
then the Member shall be liable for the entire cost of such services.

4. Continuing or follow-up care is not Covered Out-of-Network unless such care is authorized by
the Member’s Medical Network or a Plan Medical Director.

5. Care and treatment provided to a Covered Person once the Covered Person is Stabilized is not
care obtained in an emergency.

Exclusions
Please reference Article V, General Exclusions and Limitations, for exclusions in addition to any
listed with the benefits in this Article.

Family Planning - Prescription Drugs (See Pharmacy Services)

Family Planning - Procedures and Devices Copayment/Coinsurance Required

The following procedures have a Maximum Coverage Limit of two thousand ($2,000) dollars per Covered
Person per Calendar Year.

Contraceptive Devices

Diaphragms and cervical caps 20% of Eligible Expenses
Fitting of diaphragms and Applicable office visit Copayment or Coinsurance applies
cervical caps
IUDs Not Covered
Definitions
Infertility is defined as the involuntary inability to conceive after twelve (12) months of unprotected
intercourse.
Exclusions
1. Infertility drugs and the monitoring of drug therapy (See Article IV, Family Planning - Prescription
Drugs)
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Reversal of voluntary or induced sterilization procedures

Surrogate parenting procedures

Amniocentesis unless Medically Necessary

Sperm, egg or inseminated egg procurement, processing or banking

Assisted reproductive technology (ART) services including but not limited to artificial
insemination, in vitro fertilization and embryo placement (IVF-EP), gamete intrafallopian transfer
(GIFT), intracytoplasmic sperm injection (ICSI) and zygote intrafallopian transfer (ZIFT).

7. HI/LA typing (human leukocyte antigen)

8. Hormone pulsating infusions

9. Animal egg penetration testing

10. Sperm antibody testing

11. Artificial insemination cycles

12. 1UDs including insertion or removal

13. Testing after diagnosis of infertility

14. Treatment and surgical procedures to correct infertility

15. Please reference Article IV, Outpatient Services for Copayment/Coinsurance information.

16. Please reference Article V, General Exclusions and Limitations, for exclusions in addition to any
listed with the benefits in this Article.

SRS

Genetic Counseling and Testing Copayment/Coinsurance Required
Counseling Applicable office visit Copayment applies
Testing 20% of Eligible Expenses

Genetic counseling or testing is limited to the prenatal and neonatal diagnosis of inheritable diseases and
chromosomal abnormalities, or prospective parent testing for inheritable diseases, or counseling and
testing for the prevention, delayed onset or cure of the disease with Prior Authorization of the Member’s
Medical Network.

Exclusions

1. Oncogene (cancer gene) testing prior to genetic counseling and prior to approval by the Member’s
Medical Network

2. Please reference Article V, General Exclusions and Limitations, for exclusions in addition to any
listed with the benefits in this Article.

Hearing Aids and Related Services Not Covered

Home Health Services Copayment/Coinsurance Required

20% of Eligible Expenses

Home Health Services and Skilled Nursing Facility Services are limited to a combined benefit of one
hundred and sixty (160) days per Calendar Year. See Article IV, Skilled Nursing Facility

1. Home Health Care Services and supplies provided by a skilled nurse and/or home health aide on
an intermittent basis, in accordance with the treatment plan that is ordered and monitored by the
Primary Care Physician. Intermittent shall mean less than eight (8) hours per day and less than
twenty-eight (28) hours per week.

2. The services of a home health aide are Covered when reasonable and necessary for the treatment
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of the Covered Person’s illness or injury and are included on the home health plan of care for
skilled services.

3. Home Health Care Services solely for the purpose of rehabilitation therapy such as physical
therapy, occupational therapy and speech therapy are subject to the visit limitations and
Copayments applicable to those services as defined in Article IV, Rehabilitation Therapy.

4. Applicable Copayments/Coinsurance, dollar limits and deductibles will apply to Services,
including but not limited to, Durable Medical Equipment, Orthotics and Prosthetics, Physician
Services and Pharmacy Services. For applicable Copayment/Coinsurance, see specific Section in
this Article.

Exclusions

1. Home Health care solely for the purpose of Rehabilitation Therapy that exceeds Rehabilitation

Therapy visit limits (See Article 1V, Rehabilitation Therapy)

Personal comfort items

Diapers

4. Special diets at home, except for parenteral formulas or supplements such as hyperalimentation

and restorative enteral feedings

Custodial Care or domiciliary care

6. Services, supplies, drugs or care that is provided, performed or ordered by an immediate family

member (i.e., the Member, the Member's spouse or a child, brother, sister or parent of the

Member's spouse) or Member of the household

Homemaker or housekeeping services

Private duty nursing unless determined to be Medically Necessary

9. Please reference Article V, General Exclusions and Limitations, for exclusions in addition to any
listed with the benefits in this Article.

wmn

o

o N

Hospice Care/Respite Care Copayment/Coinsurance Required
Outpatient Hospice Care 20% of Eligible Expenses
Respite Care - Inpatient or Outpatient; 20% of Eligible Expenses

subject to Plan approval

Hospice Care services are Covered for Members when all the following criteria are met:

1. The medical diagnosis projects a life expectancy of six months or less if the disease follows its
normal course;

2. The patient and family agree that symptom and pain management rather than curative treatment
are the goals of care;

3. Orders from the Primary Care Physician;

4. Prior Authorization by the Member’s Medical Network; and

5. A full-time caregiver in the home is available.

Exclusions

1. Inpatient custodial or domiciliary hospice program unless in lieu of acute hospitalization

2. Please reference Article V, General Exclusions and Limitations, for exclusions in addition to any
listed with the benefits in this Article.

Hospital Services Copayment/Coinsurance Required
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Hospital Inpatient Services 20% of Eligible Expenses

Copayment/Coinsurance will apply to each newborn
only if newborn stays beyond the mother’s date of
discharge or seven (7) days after date of birth.

Emergency Services provided in an $150 per visit

emergency room or provided in connection Waived if admitted as a Hospital Inpatient.
with an emergency room visit, such as an

Observation Stay

Those Medically Necessary services and supplies generally performed and customarily provided by
Hospitals only when prescribed, directed or authorized by a Member’s Primary Care Physician or a
Physician to whom the Member has been referred for care pursuant to an approved referral.

Except in an Emergency, Hospital Services must be Prior Authorized by the Plan. Covered Services
received by the Member include:
Semi-private room and board. Private room only when Medically Necessary
General nursing care
Operating room and related facilities
Intensive care and cardiac care unit and related services
Anesthesia and oxygen service
Hospital ancillary services including laboratory, pathology, radiology, physical therapy, radiation
therapy, and inhalation and respiratory therapy
7. Drugs, medications, Biologic Products and Biopharmaceutical Drugs as prescribed and intended
for use while the Member is a registered bed patient
8. Blood and the administration of whole blood and blood plasma
9. Special diets
10. Coordinated discharge planning services
11. Rehabilitation therapy, which includes physical, occupational, speech and cardiac, of acute illness
or injury to the extent that significant potential exists for progress toward a previous level of
functioning. For specific Coverage limitations see Article IV, Cardiac Rehabilitation Therapy or
Article 1V, Rehabilitation Therapy.
12. Anesthesia and Hospital charges for dental care for a child or a disabled Member whose mental or
physical condition requires dental treatment to be rendered in a Hospital or ambulatory surgery
center as mandated by Indiana State Law.

oM E

Exclusions

1. Family Planning Services (See Article IV, Family Planning - Procedures and Devices)

2. Please reference Article V, General Exclusions and Limitations, for exclusions in addition to any
listed with the benefits in this Article.

Immediate Care Services (See Urgent Care Services)

Mastectomy Services Copayment/Coinsurance Required

Applicable Copayment/Coinsurance for the specific
Health Care Service provided shall apply

Medically Necessary services, as mandated by State and Federal law, for the removal of all or part of
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the breast, including coverage for
1. Prostheses and physical complications for all stages of mastectomy, including lymphedemas, and
2. Reconstructive Surgery incident to the mastectomy including:
a. All stages of reconstruction of the breast on which the mastectomy has been performed;
and
b. Surgery and reconstruction of the other breast to produce symmetry; and

In the manner determined by the Member's Primary Care Physician or a Physician to whom the
Member has been referred by the Primary Care Physician and the Covered Person to be
appropriate.

Exclusions
Please reference Article V, General Exclusions and Limitations, for exclusions in addition to any
listed with the benefits in this Article.

Mental Health Services - Inpatient And Copayment/Coinsurance Required
Outpatient

Inpatient and outpatient services when Medically Necessary only when prescribed, directed or
authorized by the Member’s Network Behavioral Health Intake and Triage Center or by the
Member’s Primary Care Physician pursuant to an approved referral.

As mandated by Indiana State Law, the following services for mental health must have similar treatment
limitations or financial requirements as other medical conditions. The following services are not limited.

Inpatient
Mental Health Hospital Services. Hospital ) ) )
Inpatient settings provide continuous (24 Sam(_e Copayment/Coinsurance as Inpatient Hospital
hours per day) skilled nursing care, daily Services
medical care, therapeutic activities and
assessment.

Outpatient

1. Mental Health Services — Office Visit 1. $20 per visit

2. Other Outpatient Mental Health 2. $20 per visit

Services — such as electroconvulsive
therapy (ECT) and applied behavioral
analysis (ABA) for the treatment of
Pervasive Developmental Disorder
(PDD) as mandated by Indiana State
Law, Intensive Outpatient Program
Services (each three (3) hour session
equals one (1) outpatient visit) and
partial hospitalization or day treatment
(each visit equals one (1) outpatient
visit).
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Outpatient Mental Health Services are traditional Outpatient Services that are typically provided in
an office or clinic setting and consist of individual, group and family assessment, counseling or
psychotherapy and/or individual medication management.

Intensive Outpatient Program refers to an Intermediate Ambulatory mental health program. Planned
hours of treatment are three to four hours per day, at least two to three days per week (Association
for Ambulatory Behavioral Healthcare 1999).

Intermediate Ambulatory services are characterized by active treatment frequently with a
rehabilitative or transitional function that incorporates into the treatment plan the benefits of stable,
staff supported milieu that extends beyond the treatment setting into the significant parts of the
patient’s community network. Attendance at the program is more flexible and may not be needed on
a full time basis as patients may function adequately in other structured sett